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 S 000 INITIAL COMMENTS  S 000

The following citations represent the findings of a 

Health Resurvey and Complaint Investigation 

#KS67234.

 S1364

SS=D

26-40-305 (f)(3) P E - Electrical requirements

(3) Each electrical circuit to fixed or portable 

equipment in hydrotherapy units shall have a 

ground-fault circuit interrupter.

This Requirement  is not met as evidenced by:

 S1364

The facility identified a census of 55 residents.  

The facility had one therapy room and one 

hydroculator in the therapy room.  Based on 

observation and interview, the facility failed to 

provide a ground-fault circuit interrupter for one 

hydrocollator unit on one of four days on site of 

the survey.  

Findings included:

-  During the initial tour on 8/13/13 at 

approximately 10:32 A.M., observation revealed 

the hydrocollator unit was plugged into an 

electrical outlet without a ground-fault interrupter.  

An interview with administrative staff A at this time 

revealed the facilility did not provide a ground-fault 

circuit interrupter for the hydrocollator unit.

The facility failed to have a ground-fault circuit 

interrupter to the electrical outlet for the 

hydrocollator unit as required.

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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